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What other guidelines are available on this topic?
Previous guidance was published by the Association of Anaesthetists in 2011 [1] . Guidance on day-case surgery has also been published by the RCoA [2] .
Why were these guidelines developed?
Since the previous guidelines were published, there have been a number of changes in day surgery, including an increase in the range of surgery performed and the patient casemix. With the development of enhanced recovery programmes, the short stay section of the previous guidelines has been excluded from this document.
How and why does this statement differ from existing guidelines?
The previous Association of Anaesthetists guidance has been updated and input received from BADS, that includes surgeons and lay people, as well as the APAGBI. 
Introduction
The definition of day surgery in Great Britain and Ireland is clear; the patient is admitted and discharged on the same day, with day surgery as the intended management. The term '23-h stay' should be avoided; this is used in the United
States healthcare system, but in the UK is counted as inpatient care and should not be confused with day surgery.
Since the previous guideline was published in 2011 [1] , the complexity of procedures continues to increase, with a wider range of patients now considered suitable for day surgery. Despite these advances, the overall rates of day surgery remain variable across the UK. The target that 75%
of elective surgery should be performed as day cases remains in place [3] , but minimally invasive surgery is now well established, allowing more procedures to be performed as day surgery and even greater rates should be possible [4] . There was a major effort to promote day surgery at the start of the millennium [5] and recent drives to reduce length of stay and improve the quality of postoperative recovery have ensured that day surgery principles are fundamental to modern patient care.
Shortened hospital stay and earlier mobilisation also reduces the risk of hospital-acquired infections and venous thromboembolism [6] .
Recent reports
The NHS Modernisation Agency produced an operational guide detailing the facilities available in, and the management of, day surgery units [7] . This was refined in the 'Ten High Impact Changes' document in which the principle of treating day surgery as the default option for elective surgery was set out [5] . The NHS Institute for Innovation and Improvement has produced a document focusing on day case laparoscopic cholecystectomy [8] . Although this document is specific to one procedure, many aspects of the ideal patient pathway are equally applicable to a wide range of day surgery procedures.
Effective pre-anaesthetic assessment and preparation with protocol-driven nurse-led discharge are fundamental to safe and effective day surgery. Several publications provide useful advice on establishing and running a service [9] [10] [11] [12] [13] .
The British Association of Day Surgery has produced a directory of procedures that provides targets for day surgery rates covering many different procedures [14] .
These procedure-specific targets serve as a focus for clinicians and managers in the planning and provision of elective day surgery and illustrate the high quality of service achievable in appropriate circumstances. It is recommended that a multidisciplinary approach, with agreed protocols for patient assessment, including inclusion and exclusion criteria for day surgery, should be agreed locally between surgeons and the anaesthetic department. Patient assessment for day surgery falls into three main categories: social, medical and surgical.
Social factors
The patient must understand the planned procedure and postoperative care and give informed consent to day surgery. Traditional criteria for day surgery discharge included the presence of a carer for 24 h postoperatively.
This is now being re-evaluated [17] and it is recognised that for some minor procedures 24-h care postoperatively may be an excessive requirement, whereas for complex surgery it may be insufficient. For example, a patient who has undergone a hysterectomy as a day case is likely to require care to support activities of daily living for longer than someone who has undergone a hysteroscopy. It is essential that, following procedures under general or regional anaesthesia, a responsible adult should escort the patient home; however, it may not always be essential for a carer to remain for the full 24-h period. Various models have been evaluated [18, 19] , including a virtual ward system where patients are discharged without overnight home care but followed up by telephone for the first 24 h, placing carers into patients' homes overnight or discharging selected groups of patients home without overnight care.
Medical factors
Fitness for a procedure should relate to the patient's functional status as determined at pre-anaesthetic assessment, and not by ASA physical status, age or body mass index [20] [21] [22] . Patients with a stable chronic disease such as diabetes are often better managed as day cases because there is minimal disruption to their daily routine [23] . The only patients routinely not included in day surgery are those with unstable medical conditions. In these circumstances, the question should be asked as to whether it is safe to go ahead with the procedure or whether it should be delayed until the patient's condition has been optimised.
Once optimised, it may be appropriate to proceed as a day case. If surgery is required before the patient's condition can be optimised due to urgency (e.g. malignancy), then they may require inpatient admission.
Obesity itself is not a contraindication to day surgery, as morbidly obese patients can be safely managed by experts, provided appropriate resources are available. This includes factoring in additional time for anaesthesia and surgery as well as the presence of skilled assistants and equipment.
The incidence of complications during the operation or in the early recovery phase is greater in patients with increasing body mass index. However, these problems would still occur with inpatient care and have usually resolved or been successfully treated by the time a day-case patient would be discharged. In addition, obese patients benefit from short-duration anaesthetic techniques and early mobilisation associated with day surgery [24, 25] .
Prolonged deep vein thrombosis prophylaxis should be considered [26] . 
Pre-operative preparation
Pre-operative preparation has three essential components: Preparation may be undertaken in a variety of settings. In order to achieve the three aims, best practice is for it to be undertaken by expert day surgery assessment staff within a self-contained day surgery facility. This allows patients and their relatives the opportunity to familiarise themselves with the environment and to meet staff who will provide their peri-operative care and who are well placed to educate the patient regarding the day surgery pathway [28] .
However, other settings such as primary care or secure (general data protection regulation compliant) online assessments may be appropriate for some patients.
Whichever setting is used, the process should be carried out by a member of the multidisciplinary team trained in pre-anaesthetic assessment for day surgery. investigations is widely used [29] , one study showed no difference in the outcomes of day surgery patients when all pre-operative investigations were omitted [30] . However, screening for hypertension [31] , anaemia [32] and an initial risk assessment for venous thromboembolism [26] should be undertaken in order to guide management according to local protocols.
Most patients can be assessed and prepared for surgery in nurse-run pre-anaesthetic clinics. Consultant anaesthetic pre-operative preparation clinics improve efficiency by enabling early review of the notes only in complex cases, ensuring appropriate investigations are performed and that patients are referred for a specialist opinion, if necessary.
Day surgery for urgent procedures
Patients presenting with acute conditions requiring urgent surgery can be efficiently and effectively treated as day cases via a semi-elective pathway [33] . After initial assessment, many patients can be discharged home and return for surgery at an appropriate time, either on a day-case list or as a scheduled patient on an operating list, whereas others can be immediately transferred to the day surgery service. This reduces the likelihood of repeated postponement of surgery due to prioritisation of other cases. A robust day surgery process is key to the success of this service. Some of the procedures successfully managed in this manner are shown in Table 1 [34] [35] [36] .
Essential components of an emergency day surgery pathway are: Detailed documentation is important within the day surgery environment because the patient's experience is often condensed into a few hours. All aspects of treatment and care should be recorded accurately in order to ensure that each patient follows an effective and safe pathway.
The documentation should be a continuum from preoperative preparation to discharge and subsequent follow-up. Individual care plans and electronic patient records reflecting a multidisciplinary approach are favoured in many units. Variations for specific groups, including children and patients undergoing procedures under local anaesthesia, should be available. Procedurespecific care plans reflecting integrated care pathways may be used for more complex and challenging cases [38] . Care plans are also useful for quality assurance and evaluating outcomes.
Management and staffing
All day surgery units should have a clinical lead with a specific interest in day surgery whose responsibilities include the development of local policies, guidelines and clinical governance. A consultant anaesthetist with management experience is ideally suited to such a role, and job plans should reflect this responsibility [4] . Day surgery should ideally be represented at Board level [5] and issues that arise should be escalated to senior management where necessary.
The clinical lead should be supported by a day surgery unit manager who has responsibility for the day-to-day running of the service. The manager will often have a nursing background and should have the knowledge and skills in order to make informed decisions and lead on all aspects of day surgery development.
Nurses, anaesthetic assistants and other ancillary staff levels will depend on the design of the facility, case mix, work-load, local preferences and the individual unit's ability to conform to national guidelines. Staff should be specifically trained in day surgery care. Many units favour multiskilled staff who have the knowledge and ability to work within several different areas of the day surgery unit. Efficient use of resources is best achieved by a well-trained, flexible and multiskilled workforce [39] .
Extended roles facilitate job satisfaction and encourage personal development and staff retention. Many healthcare assistants in the day surgery unit are now, under supervision, able to perform duties traditionally only undertaken by qualified nurses [40, 41] . Individual units should formulate a staffing structure that takes into consideration local needs.
Each unit should have a multidisciplinary operational group that oversees the day-to-day running of the unit, agrees policies and timetables, reviews operational issues and organises quality assurance strategies. [42] . The introduction of short stay beds for elective surgery into a day surgery unit can also jeopardise outcomes for day surgery patients by making it relatively easy for a patient to be admitted to one of these beds overnight, hence the drive to facilitate same day discharge may be compromised. Car parking or short stay drop-off and pick-up areas should be provided adjacent to the unit.
An alternative to a purpose-built unit is the use of a daycase ward, with patients transferred to the main operating theatre. This model may allow a more straightforward change when transitioning from day case to overnight stay for complex procedures, as there is little impact on theatre equipment or staffing. However, day case beds dispersed around many wards do not achieve the same efficiencies, nor do they provide the targeted service that is required to achieve good outcomes. 
Anaesthetic management
Day surgery anaesthesia should be a consultant-led service. National guidelines for patient monitoring and assistance for the anaesthetist should be followed [44, 45] .
Anaesthetic techniques should ensure minimum stress and maximum comfort for the patient and should take into 
Postoperative recovery and discharge
Recovery from anaesthesia and surgery can be divided into three phases:
First-stage recovery lasts until the patient is awake, protective airway reflexes have returned and pain is controlled. This should be undertaken in a recovery area with appropriate facilities and staffing [39] . Use of modern drugs and techniques may allow early recovery to be complete by the time the patient leaves the operating theatre, and some patients can bypass the first stage. Most patients who undergo surgery with a local or regional anaesthetic block can be fast-tracked in this manner.
Second-stage recovery is from when the patient steps off the trolley and ends when the patient is ready for discharge from hospital. This should take place in an area adjacent to the day surgery theatre and should be equipped Late recovery ends when the patient has made a full physiological and psychological recovery from the procedure. This may take several weeks or months and is beyond the scope of these guidelines.
Postoperative instructions and discharge
On discharge, all patients should receive verbal and written instructions and be warned of any symptoms that might be experienced. Wherever possible, these instructions should be given in the presence of the responsible person who is to escort the patient home.
Advice should be given not to drink alcohol, operate machinery or drive for 24 h after a general anaesthetic [52] . More importantly, patients should not drive until the pain or immobility from their operation allows them to control their car safely and perform an emergency stop.
Procedure-specific recommendations regarding driving should be made available. Recent guidance for driving following isoflurane anaesthesia recommends refraining from driving for four days after its use. This would suggest that longer acting agents such as isoflurane may be best avoided within day surgery, reinforcing the guidance that careful selection of short-acting agents which are free from sedative side-effects and hangover are key to the delivery of high-quality day surgery anaesthetic outcomes. Driving restrictions regarding opioid-based medications state that patients can drive after taking these drugs only if they have been prescribed them by a healthcare professional, they do not cause them to be unfit to drive and they follow the advice given on how to take them [53] .
All patients should be discharged with instructions as to appropriate analgesia usage. Patients can be encouraged to purchase over the counter analgesics in order to reduce costs, although some units will provide pre-packaged take-home medications as they are convenient and prevent delays and unnecessary visits to the hospital pharmacy. Analgesic protocols (Appendix 1 and 2) specific to day surgery can be agreed with the pharmacy department.
Discharge summary
It is essential to inform the patient's general practitioner 
Day surgery for children
Day surgery is optimal for most children and standards of Teenagers and young people have specific psychosocial and emotional needs, and consideration needs to be given as to where care is best provided for each individual.
Patient selection
All hospitals should have guidelines on the lower age limit and medical comorbidities of children they will accept for day surgery. This should reflect the available facilities and equipment, as well as the training and experience of their staff.
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District General Hospitals deliver day surgery for a large number of children and can provide a high-quality service close to home for otherwise healthy children having simple procedures. Day surgery in a local hospital is also possible for children with chronic stable disease provided the necessary expertise, infrastructure and support are in place.
The BADS directory of procedures [14] includes a list of paediatric procedures although, as in adults, the range of procedures performed as day cases is constantly evolving.
There are few absolute contraindications to day surgery in children [55] . The home environment, distance from the hospital, parents' (parent here and throughout this section refers to parent, guardian or carer) access to transport and a telephone, need to be considered. Parents must be able to understand instructions, recognise complications that would require a return to hospital (e.g. post-tonsillectomy bleeding) and have a supply of suitable analgesics in order to manage their child's pain at home.
Pre-operative assessment
Most children are healthy and pre-operative assessment is less about medical screening and more about preparation of the child and family for the procedure on the day and care at home after discharge. However, for some children, there are important medical issues which require careful consideration and pre-operative investigations such as haemoglobin levels and sickledex tests. guidance for clinicians [60] .
Emergence delirium is more common in young children after short procedures, is distressing for parents and staff, and impairs the quality of recovery. Anaesthetic techniques should be modified to minimise the risk of emergence delirium in susceptible children in order to facilitate smooth recovery and discharge [61, 62] .
Although most children recover quickly from anaesthesia, delivery of a high-quality service requires careful planning and the employment of specific strategies. 
Quality improvement
Effective audit is an essential component of assessing, monitoring and maintaining the efficiency and quality of patient care in day surgery units. There should be routine collection of data regarding patient throughput and outcomes. There have been a variety of tools developed to determine patient outcomes. The most successful units collect data electronically at all stages of the day surgery process. The RCoA's compendium of audit recipes devotes a section to possible audits relevant to day surgery [65] . A good example of a national audit was completed by APAGBI in November 2017 [66] .
Audit of day surgery services relate primarily to quality of care and efficiency. Examples of day surgery processes amenable to audit that have measurable outcomes are shown in Table 2 . A robust database is helpful; however, the best databases fail to effect change unless the information is clearly displayed and freely disseminated to everyone, particularly key individuals empowered to influence change.
Older patients
Older patients are increasingly being listed for day-case surgery. Patients with advanced chronological age can safely be operated on in the day surgery environment. It is increasingly appreciated that admission to hospital for elderly patients can trigger confusion resulting from disorientation and disruption of their usual routine. Day surgery is hence usually the optimal pathway for these patients and is associated with no increase in adverse outcomes when compared with the younger population.
However, it must be remembered that older patients are less likely to admit to feeling unwell, uncomfortable or distressed. They are often already partially dehydrated even before the period of fasting required before surgery and may be prone to hypoglycaemia. The multidisciplinary team should be aware of the needs and behaviours of older patients in order to provide appropriate care, achieve positive outcomes and reduce the risk of overnight admission.
Teaching and training
It is essential that training is provided in day-case anaesthesia. It is a core module in all three stages of anaesthetic training -basic [67] , intermediate [68] and higher [69] -and can be selected as an advanced training module [70] with the expectation that the trainee demonstrates maturation during each level of progression.
The RCoA recommends that training in day surgery is delivered as part of core general duties and not only involves learning appropriate anaesthetic techniques, but encompasses the entire day surgery process. This should include: teaching on patient selection; effective analgesic regimens; PONV; requirements for safe discharge; and the management of patients following discharge. There should also be emphasis on educating trainees about the necessity for providing a multidisciplinary service for daycase surgery. For advanced training, the greatest benefit will be gained from developing the trainees' management and leadership skills in relation to the organisation of a day surgery unit.
It is important to remember that high-quality day surgery requires experienced senior anaesthetists and surgeons and that, although the day surgery unit is an ideal 10 environment for training junior medical staff, relying on them to deliver the service results in poorer quality patient outcomes and reduced efficiency [71, 72] .
There are various quality improvement projects that can be undertaken by trainees during their day surgery module, and suggestions can be found in Section 5 of the RCoA audit compendium, including audits of day surgery analgesia, PONV and unplanned admission rates. There are also audits suggested in Section 13 that examine the adequacy of training, including consultant supervision.
Departments should also analyse trainee feedback from the annual GMC survey to ensure that training across all modules is of sufficient quality.
Day surgery in special environments
A number of complex and highly specialist procedures are beginning to enter the day surgery arena [73] and the interventional radiology suite. Optimal care for these procedures should be developed by those with expertise in day surgery, working in collaboration with specialists in the management of the specific procedure. Many of these are undertaken in challenging environments. All the accepted standards for delivery of anaesthesia, assistance for the anaesthetist, monitoring and appropriate recovery facilities should be available.
Introducing new procedures to day surgery
The successful introduction of new procedures to day surgery depends on many factors, including the procedure itself as well as anaesthetic, surgical and nursing personnel. It is important to evaluate the procedure while still performing it as an overnight stay in order to identify any steps in the process that require modification to enable it to be performed as a day case, for example, timing of postoperative X-rays, modification of i.v.
antibiotic regimens, physiotherapy input and analgesia protocols [74] . A multidisciplinary visit to another unit where the procedure is performed successfully as a day case can be very helpful. Initially limiting the procedure to a few colleagues (anaesthetists, surgeons and nurses)
provides an opportunity to evaluate and optimise techniques and to implement step changes in order that the patient can be discharged safely and with optimal analgesia. Support from the community nursing team can be helpful, especially in the early stages. Once the procedure has been successfully moved to the day surgery setting, other personnel can join the team delivering care.
Clear clinical protocols help to ensure that all the lessons learned during the evaluation phase are clearly passed on to colleagues. 
Isolated day surgery units

